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I intend to confine myself to rehabilitation 
as applied to ischaemic heart disease as this 
is by far the largest single cause of cardiac 
disability. In 1970, 20,515 males died of 
ischaemic heart disease out of a total of 
62,828 male deaths (32.7%) and 13,424 
females died of ischaemic heart disease out of 
a total of 50,220 female deaths (26.7%). 
Ischaemic heart disease may be defined as 
cardiac disease due to myocardial ischaemia, 
usually secondary to atherosclerotic disease of 
the coronary arteries. By rehabilitation I 
mean helping patients to help themselves 
reach their maximum physical, emotional and 
mental potentials. 
A few words of a recent editorial from the 
British Heart Journal express the problem 
under consideration very well: 
"If skill in diagnosis singled out the physi-
cians of the earlier part of the twentieth cen-
tury, then the lure of drug therapy has surely 
been the main preoccupation of the doctors of 
today. But are either of these disciplines suf-
ficient? Labelling a disease and handing out 
a bottle will not necessarily cure a sick man, 
The whole process to complete recovery, 
known by the rather unattractive term "re-
habilitation", is much more comprehensive 
than this and more interesting and satisfying 
to the doctor when properly managed. 
"Almost neglected by practitioners of medi-
cine, rehabilitation is practically ignored by 
teachers and unknown to students. The full 
return of a patient to his or her former state 
as a healthy person is, of course, our proper 
responsibility, requiring not only our diag-
nostic skill and therapeutic knowledge but 
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also a careful application of humanity and 
frequent involvement with social and psycho-
logical factors. Not all of these are always 
directly within the doctor's province but he 
must recognize the need and know how to 
apply the available services. 
"Cardiologists in particular have special re-
sponsibilities in this direction. The emotions 
evoked by heart disease make it at once a 
form of illness feared by patients, their rela-
tives, and even by their employers; it is, more 
than most conditions, liable to cause neurosis 
and prolonged invalidism which can be pre-
vented by proper management. In addition 
there are strong economic claims for more 
active rehabilitation of cardiac patients at a 
time when ischaemic heart disease is being 
diagnosed in increasingly large numbers and 
particularly in younger age groups." 
In Australia, patients who survive the onset 
of a myocardial infarction usually enter 
hospital where they remain for periods rang-
ing from two to four or more weeks. 
Often nothing is explained to them about 
their disease, little is told to them about what 
they can and cannot do, whether they can 
return to work or not, or what is their ex-
pectancy of life. Most patients know of close 
relatives or friends who have died of a heart 
attack or have had to give up work and so 
they usually have tremendous psychological 
fears and problems which, usually, are not 
dealt with. I believe that these people, who 
are often quite young, deserve our efforts of 
total patient care and rehabilitation measures 
as much as, if not more than, the usual 
patients treated in rehabilitation departments. 
The principles involved are the same as in 
any other rehabilitation programme: 
(i) The whole patient must be considered, 
not just the particular illness or disease from 
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which he is suffering. The concept of total 
patient care needs to be emphasized in any 
disability and particularly in chronic condi-
tions like ischaemic heart disease. 
(ii) Rehabilitation to be most effective 
needs to start as early as possible so that 
positive motivation is engendered in the very 
early phases of the illness. 
(iii) Rehabilitation is essentially a team 
orientated approach involving a number of 
disciplines — medical, physiotherapy, occu-
pational therapy, social worker, nurse, 
dietitian and perhaps psychologist and em-
ployment councillor — with the patient as the 
central member of the team, 
(iv) The environment of the patient needs 
to be involved, such as family, home, work 
and his local general practitioner. 
(v) A realistic goal must be set for the 
patient and he needs to have his condition and 
his ultimate prospects in terms of life and 
work explained to him, as well as a pro-
gramme outlined and discussed with him and 
his family. Such a programme should aim at 
trying to decrease the disease process if pos-
sible, or at least holding it at the same level 
by trying to correct the currently known risk 
factors. 
This total approach would cover a medical 
assessment of cardiac status and disability 
and possible future capacity commencing in 
the intensive care unit. It should include an 
explanation of the disease process to the 
patient and his wife and an explanation of 
the future programme, coupled with an assess-
ment of risk factors and the adequacy of 
medication. This is a continuing evaluation 
and the physician should work in co-opera-
tion with therapists. The best person to super-
vise the medical aspects of the patient is the 
cardiologist in charge or the patient's usual 
doctor* 
A social work assessment of financial situa-
tion, home, job, work and family should be 
done early to allow any anxieties on social 
scores to be eased. 
A physiotherapy programme should be 
commenced in the Intensive Therapy unit. In 
the ward a gradually increasing exercise pro-
gramme should be carried on. After discharge 
from hospital the patient needs to have a 
physical activity programme explained to him 
so that he continues to increase his activity 
carefully and gradually —- the emphasis being 
on the word gradual. If possible a supervised 
physical conditioning programme should be 
started about three months after the myo-
cardial infarction. 
An occupational therapy programme to in-
crease gradually the patient's energy expendi-
ture can be started when the patient has 
returned to the ward; a job analysis and 
assessment with visits to home and work may 
be required to enable the patient to return as 
an active member of society. 
Both the physiotherapy and occupational 
therapy programmes show the patient that he 
can still be active and by supervision of these 
activities, allow him to gain confidence and 
increase his level of physical activity and fit-
ness safely. 
Other therapies may be required and at 
Repatriation General Hospital, Greenslopes, 
we regularly use the dietitian and are intend-
ing to make regular use of the psychologist 
Team discussions are necessary to co-
ordinate the activities of the team while the 
patient is in hospital and perhaps, before 
return to work. Follow up programmes are 
essential. 
On discharge from hospital a full summary 
of the patients' condition and the intended 
programme must be sent to the local medical 
officer so that he is involved in the patient's 
rehabilitation. 
The aims of a rehabilitation programme 
are to enable the patient to readjust to his 
illness psychologically; to rehabilitate himself 
physically to his former level of activity and 
if possible to improve this level; to return to 
work or if unable to return to his former 
employment, to find suitable employment; to 
readjust his living habits and so, hopefully, 
prevent a further coronary occlusion; and to 
decrease his disability, reduce the length of 
stay in hospital and return him to work as a 
useful member of society at an earlier date 
than if no rehabilitation measures had been 
attempted. 
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